POST-GRADUATE MEDICAL JOURNAL November, 1934 are given in the following It was therefore necessary to reconsider the history, to see if that could help in the differentiation of the two conditions. In the first place the age and good general condition of the patient gave no weight to either possibility.
The comparatively insidious onset of the pain and dyspncea was definitely in favour of obstructive emphysema, for although the symptoms of the onset of a spontaneous pneumothorax may be occasionally so slight that the patient is not conscious of anything abnormal, the onset is commonly abrupt, and the patient is aware of the sudden appearance of pain and dyspnoea.
The duration of the illness was in favour of an obstructive emphysema, for a spontaneous pneumothorax usually tends to improve in a few weeks, although one sees occasionally cases which extend over a period of months or even years.
On the whole the clinical evidence was in favour of an obstructive emphysema. Radiology would naturally be expected to give some help in the differential diagnosis, as indeed it did, for the skiagram showed that there was no pneumothorax in the left plural cavity, but that the left lung was more translucent than the right, and that in the left hilar region there was a shadow the size of a pullet's egg.
In order to complete the diagnosis, it was necessary, however, to see the obstructing body and to ascertain its nature. For this purpose I bronchoscoped the patient and observed a new growth where the left upper lobe bronchus leaves the left main bronchus; a piece of this removed for section showed it to be an "oat cell" carcinoma.
It is usual and well recognised that a bronchial new growth will occlude a bronchus and give rise to collapse of the lung distal to the occlusion, but it is not so well recognised that partial occlusion will produce an obstructive emphysema. 
